Objective: The study was conducted to see the maternal and neonatal outcomes of the women with placenta praevia. Methods: All women with the diagnosis of placenta praevia admitted in the hospital were included in the study. The maternal and fetal outcomes were recorded from January 2012 to August 2017, over a period of 5 years. Results: A total of 63 patients were included in the study, after radiological confirmation. The period of gestation for the first presentation was predominantly in 28 weeks of gestation, for central placenta praevia. The mean blood loss intraoperative was 3000 ml, ranging to as much as 5500 ml in central placenta praevia and more so in posterior than anterior placenta. The need of additional procedure like uterine artery ligation was needed in 26 (41.2%), internal iliac artery ligation 8 (12.6%), B lynch in 12 (19.04%) and peripartum hysterectomy was performed in 3 (4.7%). The mean requirement of blood transfusion was 500ml of packed cell. The need of ICU care was in 5 (7.9%) and serious morbidity was seen in 3 (4.7%). Maternal mortality was not seen in any case. Fetal outcomes were studied by recording the fetal weight, Apgar and need of NICU care which was for 23 (36.5%). Conclusion: The need for early diagnosis and multispecialty approach to a patient is greatly associated with reducing the blood loss, lesser need of additional procedure and lower maternal and fetal mortality and morbidity.
Placenta praevia means the placenta located in the lower uterine segment which is less than 2.5 cms from the cervical os 1 . This condition is complicating about 0.3 to 0.8% of all pregnancy [2] [3] [4] [5] . The risk factors for developing placenta praevia are previously scarred uterus, grand multiparty, maternal age of more than 35 years, recurrent abortion and intrauterine curettage [6] [7] [8] [9] .
Maternal morbidity in the form of abnormal placentation, increased risk of section and additional procedure, need for blood transfusion and ICU care and fetal morbidity in the form of preterm, low birth weight, low Apgar and need for NICU care makes it a must for care in a higher center and with available advanced resources [10] [11] [12] [13] . The most frequent management in the form of section which is on the rise in today's era more so increases the risk of placenta praevia in the next
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pregnancy and also the placenta accreta 14, 15 . In a woman with placenta praevia in the first pregnancy the risk of developing placenta praevia is 1-3% in contrast to a multigravida where the risk is 30-51% higher 16 . In a study conducted by Zhang et al the risk of placenta accreta was 3%, 40%, 61% and 67% in the first, second, third and fourth generation respectively 17 .
The higher incidence of placenta praevia in the third stage of labor in the most common indication for peripartum hysterectomy. The maternal mortality is as high as 7% and causes for which is attributed to hypovolemic shock leading to DIC, massive transfusion, infection, thrombophlebitis, urological complication 18, 19 .
The exact pathology of the placenta praevia is not known to us, in the year 2010 Healy and team reported the higher incidence of placenta praevia in endometriosis patients following conception by artificial reproductive technique 20 .
Placenta praevia is a very serious obstetric complication and needs a team effort for management of the same. The emotional stress the patient goes through and the professional pressure the obstetrician carries makes the environment tensed and to reduce the incidence of placenta praevia and avoid the dreaded consequence, the better.
The aim of this study was to study the presentation of the women with placenta praevia and the associated maternal and neonatal mortality and morbidity.
Materials and Methods
This retrospective cross sectional study performed in the Department of Obstetrics and Gynecology at ESIC medical college, Bangalore, between January 2012 to August 2017. Women with documented radiological confirmation of placenta praevia were included in the study. The data of the women were collected from the records, including the age, parity, gestation age, presenting complains, grade of placenta praevia, previous significant history of uterine manipulation, mode of delivery, intraoperative and post operative complications, post operative period and complications. The fetal information in the form of the period of gestation, birth weight, need for NICU care. The data thus collected were analyzed by SPSS software version 18.
Results
Over 5 years from January 2012 to August 2017, total of 63 patients were enrolled in the study. The location of the placenta which was diagnosed by the ultrasound was confirmed in the intraoperative period, 16(25.3%) were complete placenta praevia and 8(12.69%) was partial placenta praevia, 13 (20.63%) cases were marginal and low lying was in 26 (41.2%).
The mean age of the women was 28 (ranging from 21 to 35 years), the mean parity ranging from Primigravidae to Gravida 5. Previous sections were noted in 15 (23.8%) of the women, the indications being low lying placenta and fetal distress ( Table 1 ). The period of termination of the pregnancy was 14(22.2%) before 37 weeks and 49 (77.7%) after 37 weeks. The early termination was noted in type 2 and type 4 placenta praevia.
The mean blood loss intraoperative was 3000 ml, ranging to as much as 5500 ml in central placenta praevia and more so in posterior than anterior placenta. The need hysterectomy was performed in 3 (4.7%) ( Table 2 ). The mean requirement of blood transfusion was 500ml of packed cell. The need of ICU care was in 5 (7.9%) and serious morbidity was seen in 3 (4.7%). Maternal mortality was not seen in any case. Fetal outcomes were studied by recording the fetal weight, Apgar and need of NICU care (Table 3) .
Discussion
In this study, the morbidity was significantly higher, which is well proven in the literature [10] [11] [12] [13] . Placenta praevia is one of the most deadly complication in obstetrics, due to its strong adverse effect on the both the mother and the child. Higher age of the patient and increased parity has been found to be the most important risk factors to develop placenta praevia. Twenty seven (42.8%) of the women were between the age group 26 -30 years and 9 (14.2%) were more than 30 years of age, which was much lower than the study conducted by Sarojini et al, Ojha N et al and Wu S et al 13, 20, 21, 23 .
Seventy five percent of the women in the study conducted by Sarojini with placenta praevia were multigravida which was similar to present study where multigravida were 45 (71.4%) 21 .
Thirty three (52.3%) patients were managed by Macafee protocol, in whom women were advice bed rest, regular blood investigations, vigilant watch for vaginal bleed, frequent fetal surveillance by regular USG, steroid prophylaxis for preterm and blood being cross matched and kept ready, this method of medical management of placenta praevia was found to improve both the maternal and perinatal outcome 21 .
In this study the previous history of abortion, need for curettage and previous section was noted in 22 (34.9%) and 15 (23.8%) respectively. In a retrospective cohort study of 399 women conducted by Urganchi et al. placenta praevia in the present pregnancy was noted in 4.4 per 1000 births, compared to 8.7 per 1000 birth for women with cesarean section in the first pregnancy 22 . In the study by Ojha et al, previous history of abortions had a significant increase in the prevalence of placenta praevia i.e three times in comparison to the women with no history of dilation and curettage 23 .
In this study all the 63 women underwent section, a trial was given in 12 (19.04%) patients but due to fetal distress and bleed per vagina were taken for an emergency section and the remaining 51 (80.9%) women were posted for elective section due to major degree of placenta praevia, in comparison to a study conducted by Sarojini (85.8%) 20 and Anand et al (84.3%) 24 .
Post partum hemorrhage was noted in 34 (53.9%) of the women, of whom 3 (4.7%) needed peripartum hysterectomy. Additional surgical procedures in the form of step wise devascularization 34 (53.9%) and compressive suture -B -lynch in 12 (19.04%), in comparison to a study conducted by Sarojini et al were cervico isthmic suture was needed in 4.7% , B-lynch in 2.8% and uterine artery ligation in 1.9% of the women. 20 The neonatal morbidity was noted in 23 (36.5%) of the newborns, all of them needed NICU care, 10 (15.8%) of them were preterm and needed surfactant to support the respiratory system. The Apgar at one minute was also found to be low in 23 (36.9%) of the newborn and needed additional emergency care. In comparison to a study conducted by Sarojini were preterm was documented in 30.2% 20 .
Conclusion
Regular antenatal check for early detection and exclusion of placenta previa is mandatory, to prevent the maternal mortality and morbidity. More vigilant watch in elderly women, women with high parity and with history of previous section, myomectomy and dilation and curettage. Scan, Doppler and MRI to rule out adherent placenta should be done in cases of women diagnosed with placenta previa, in whom there is positive history of surgical procedure performed on the uterus. Conflict of interest: None. Disclaimer: Nil.
